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size that research on the long-term
course of stress-related symptoms and
syndromes is needed. They are right in
the sense that large scale epidemiological
research on post-trauma psychopatholo-
gy is relatively scarce. But the studies that
have been performed yield rather unam-
biguous results: war impacts on humans
in varying degrees. 

Here we enter the field of psychoso-
cial care, a promising area which is expe-
riencing a growth. Evidence and best
practices have been showing the value
of and need for psychosocial care,
although knowledge gaps exist. For
example, evidence based treatment of
medically unexplained physical symp-
toms is still lacking. Concerning early
psychological interventions following
trauma, we know what does not work,
but we do not know what is effective. 

Conflict and war may be a fact of life.
There will always be trauma, distress

and horror, but we can prevent turning
trauma into a disaster. That is why we
need to conduct research on these
issues and that is why we need to invest
in psychosocial care.
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overload women’s capacity to cope, as
preoccupation with the needs of the
family may lead to that they are not able
to consider their own needs, especially
if they become widows. Their means of
supporting the family may be scarce and
rendering sexual services may be their
only way out (2). On the other hand, the
care-giving role may have a protective
function providing women with a natu-
ral role and identity.

Adequate medical care is seldom
available in war and post-war countries.
Women (as well as men and children)
may suffer for years from war-induced
health problems without receiving
appropriate medical care (7). In some
countries, as in Afghanistan, women
have been prevented access to medical
care (8). 

Women may frequently express com-
plaints of a somatic nature and seek
help with little understanding of the
psychological nature of such symptoms.
Knowledge on psychotherapy may be
limited and some may express a resist-
ance to talk about psychological prob-
lems – partly because of fear of stigmati-
zation, partly because their families may
view treatment for psychological prob-
lems as non-legitimate (9). 

A sustainable relation between thera-
pist and client that will allow the client to
reveal her traumatic experiences pre-
sumes that the therapist pays due atten-
tion to the woman’s state of mind and
current life situation, with gender dis-
crimination or devalued status in society. 

Cultural norms influence what is
acceptable behaviour. Women who are
refugees or live in war zones are fre-
quently under severe social control, as
they are expected to follow traditional
patterns and show loyalty to old cus-
toms that may not coincide with their
current situation and wishes. A widow,
for example, may find that her behaviour
is closely followed, whereas this is not
the case for a widower, who experiences
greater freedom of movement (10). 

Therapists face a delicate balance
between their wish to respect the values
of the client’s culture and their duty to
empower the female client and support
her more assertive sides in the post-war
setting. 

Mental health consequences of war:
gender specific issues

MARIANNE C. KASTRUP
Transcultural Psychiatry Centre, Psychiatric

Department, Rigshospitalet, 2100 Copenhagen,

Denmark

Modern warfare targets civilian pop-
ulations. We are experiencing a signifi-
cant increase in the percentage of civil-
ian deaths among those killed in a war,
and up to 90% of casualties today are
civilians (1). In their review, Murthy and
Lakshminarayana state that “women
have an increased vulnerability to the
psychological consequences of war”.
Indeed, women and men are exposed to
different traumata in times of war. They
may exhibit different psychological
problems, cope in different ways, and
have different thresholds for entering
treatment. Thus, the gender perspective
is both challenging and needed. 

War creates acute and long-lasting
health problems in men and women,
but many aspects of war affect the
health of women disproportionately,

through societal changes that may sub-
ordinate them and not prioritize their
life and health (2). In areas of war and
conflict, women are more likely to face
the threats of community violence out-
side the home (3). As mentioned by
Murthy and Lakshminarayana, women
may experience violent acts, as seen in
recent conflicts, including those in the
Darfur region of Sudan and in Iraq.

There is increasing recognition by
international organizations of the par-
ticular risks that women face in refugee
camps (4,5). Women who seek shelter
from the hardships of armed conflicts
may end up experiencing further
harassment in what, from an outside
perspective, should be a safe environ-
ment (6).

Many women may in war be faced
with the main responsibility for care giv-
ing in the family, with the destiny of
their husbands unknown and new and
unfamiliar duties placed on them. If the
household is facing disaster, this may
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As therapists we have to keep in mind
that most of us are trained in Western
concepts and work in an individualistic
society with emphasis on privacy and
autonomy (11), while many women
experiencing the atrocities of war come
from sociocentric societies where per-
sons characteristically are seen “as their
role”. Consequently, the failure to per-
form one’s role as wife, mother, or
daughter may be interpreted as a failure
as a person. 

Women’s health situation is frequently
characterized by a variety of problems
caused by a combination of traumatic
past and current stressors. In addition,
women may be subjected to restrictions
in their personal mobility and efforts to
adapt to new roles, further adding to their
disadvantage and marginalization (9).

Society has an obligation to develop
services that offer culture and gender
sensitive care paying respect to women’s
rights (12). The fact is, however, that
many women experience that services
may aggravate their feeling of disem-
powerment, due to their focus on patho-

logy and reduced functioning instead of
promotion of health and recovery. If
available services fit this description,
women may find little relief when
referred to care.

As therapists we should work for
that women referred to treatment
would encounter cultural competent
staff that encourage empowerment,
self-management and autonomy in
daily activities (12).
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Building and translating evidence into smart policy:
continuing research needs for informing post-war
mental health policy
BRADLEY D. STEIN,
TERRI L. TANIELIAN
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Murthy and Lakshminarayana’s review
of research findings on the mental
health (MH) consequences of war and
armed conflict (hereafter referred to as
war) provides an outline of how far the
knowledge base has grown in the last
30 years, and also highlights how much
further it has yet to go. 

While the studies cited provide a
snapshot of war’s psychological impact,
there is less empirical information
available to guide policymaker and cli-
nician decisions about how best to
address the MH needs of individuals
directly and indirectly affected by war.

Such information is sorely needed,
however, as the resources available to
address MH needs in the aftermath of
war are often limited, both in terms of
adequate numbers of individuals pre-
pared to approach MH issues and
funding for MH services. As a result,
difficult decisions must often be made
regarding the priority of addressing MH
needs during post-war reconstruction
versus other priorities, including pro-
viding physical health care and services
to meet public health needs, fostering
economic redevelopment, maintaining
security, and establishing safe and ade-
quate housing (1). Decisions must also
be made regarding what MH services
should be provided, to whom they
should be provided, who should be

providing them, and within what time
frame. While there are ethical and logis-
tical challenges in gathering these data
in the immediate aftermath of war, we
will list below some of the research
questions which should be addressed
to ensure that scarce resources are used
in a manner most likely to reduce psy-
chiatric or psychological morbidity. 

How should we identify individuals
who require interventions, and when
should such interventions be deliv-
ered? In the aftermath of other commu-
nity-wide traumas (e.g., natural disas-
ters, community violence, etc.), psycho-
logical or emotional symptoms often
diminish over time or change in frequen-
cy, nature, and severity for many
exposed individuals (2,3). In addition,
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in the immediate aftermath of war, we
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